lead to physical dependency of the same order and did not show a physical 'abstinence syndrome', as being drugs of habituation and therefore interpreted by many doctors as being harmless. The definitions have been reviewed and this point discussed at length (Connell 1964) , but more recently the World Health Organization has recommended that the term addiction be abolished and that the term drug dependency be used (World Health Organization 1964) . Each type of drug dependency is then regaided as serious and its particular properties are defined. Amphetamine type of dependence is defined as:
'A state arising from repeated administration of amphetamine or an agent with amphetamine-like effects on a periodic or continuous basis. Its characteristics include -(1) a desire or need to continue taking the drug; (2) consumption of increasing amounts to obtain greater excitatory and euphoric effects, or to combat more effectively depression and fatigue, accompanied in some measure by the development of tolerance; (3) a physical dependence on the effects ofthe drug related to a subjective and individual appreciation of the drug's effects; and (4) general absence of physical dependence so that there is no characteristic abstinency syndrome when the drug is discontinued.'
The responsibility of the family doctor in this field is clear. The responsibility includes proper security measures over drugs and prescriptions and requires that the drug is used sensibly for particular purposes and that full supervision of the patient is provided. Repeating prescriptions for these drugs ad lib. and failing to keep abreast of the knowledge concerning the dangers of drugs are two of the areas in which, on the whole, the family doctor has erred. However, in mitigation, it must be noted that there has been considerable resistance to accepting the dangers of these drugs and it must therefore be accepted that a clear lead on this subject has often been lacking. Furthermore, it must also be accepted that only a proportion of those for whom these drugs are prescribed actually become dependent on them.
There is a great need for further research in this field. Not only in terms of sociological and epidemiological studies but also follow-up studies to confirm or refute the clinical impression that amphetamine dependence is a severe, relapsing condition, which is difficult to cure.
Finally, there is a great need for research to evaluate the place of these drugs in our medical armamentarium. Vast quantities are prescribed. They are little used now in psychiatric practice. Their main use is by physicians and surgeons and by family doctors for conditions which, to say the least, have not been proved to respond to this medication.
Research, therefore, by general practitioners, perhaps through the College of General Practitioners, into the effectiveness of these drugs in the conditions for which they are prescribed, would answer the question as to whether they have a place in medicine or whether they would be better dropped as therapeutic agents.
Assessment ofthe Function of the General Practitioner
In regard to drug addiction, when this rare illness, or rather group of symptoms, comes into the care of the general practitioner, he is clearly the man who will best be able to help the addict to find the motivation, which is the key word for all therapeutic efforts.
Factors in Drug Addiction
There are seven factors which must be considered in the problems of drug addiction: Personality type factor: We found in our survey of some 250 drug addicts which we have seen in a four-year period (Hewetson 1967) that the most numerous type was the psychopath, weak and aggressive. Next in numerical order were the early damaged personalities, the damaged child, with traumata of some severity in early childhood. Thus illegitimacy, loveless parents who often harshly or sadistically reject the child, mentally disordered parents or other factors, like incest attempts, making the parents a great worry to the growing child, are the trigger factors of disorder. The outcome is the non-self-accepting, insecure, dependent and neurotic type of personality. We find, too, the brain-damaged personality, sometimes the borderline defective. An evaluation of personality type factors in 75 patients, seen consecutively in Paddington Clinic, St Giles Hospital and my own surgery, is shown in Table 1 . All patients were on (a) heroin alone, or (b) heroin and cocaine, this being the most numerous group, and some were substituting methedrine for cocaine. (Physeptone substitution for heroin was introduced at a later stage and does not influence the personality type factor.) One cannot over-emphasize the importance of making these evaluations as they are most relevant for prognosis and treatment.
Self-destruction factor: Humans usually have a horror of anything sharp and painful directed against themselves. The ordinary fear of a person against any kind of operation is reinforced if it involves injections several times a day and the selfmutilation barrier is usually a very strong and effective means against the easy acceptance of the hard drugs. This means that somewhere in the process of addiction this self-mutilation barrier is crossed, and a person's self-destructive element has come to the fore-ground. However, in the illness of drug addiction, the love-hate reversal is an invariable factor which has to be understood before the personality disorder in the drug addict is understood. It also accounts, to a certain extent, for the high mortality rate.
Sex negation factor: This factor is of great importance because it means that sex-negation has conquered the normal life-function of sex. Sex as an integrative part of every personality, is grossly tampered with in most, probably in all, cases. In heroin addiction especially, the sex-negation is a total one. We find that usually after a few months of addiction, the sexual interest begins to slacken, sexual potency declines and the whole field of sex becomes one in which a total withdrawal from normal sexual interest and activity is noticeable. Even physiological function becomes disordered: women show amenorrhoea, men a slowing of spermatic fluid production and diminution of the ejaculate. This is of highly theoretical importance because we deal here with a self-castration, and it is clear that a great number of addicts go with their eyes open into this sex-destructive process.
The prepsychotic factor: The prepsychotic factor is not the predisposition of the personality, nor the affinity of a given personality to a given drug, nor the quantitative pharmacological factor inherent in most drugs leading to a toxic psychosis. It refers to a dormant psychotic illness, which is specifically triggered off by drugs. It must be stressed that it is not necessarily high or prolonged dosage of any given drug that triggers off the illness. But the prepsychotic tension will demand the drug and the overt psychotic attack is the desired deliverance from the unbearable state. Weitbrecht (1963) quotes Staehelin's excellent formulation of an excessive desire for 'self metamorphosis' as the basis for drug-addiction. We feel that the strong drive to change one's unbearable hated personality is involved both in the selfdestruction and the prepsychotic factor.
The 'groups and scenes' factor: A major observation is that we live nowadays in a time in which teenagers and youngsters have a huge amount of money and with that they create a totally new world, of which the psychiatrist, the doctor and the general practitioner have so far little knowledge. The new 'scene', as we understand it, is the background from which there are avenues leading up to the drug experiment. This begins by taking amphetamines and other drugs at parties, and leads to the group experimenting with smoking marijuana together, and from there we find a twopronged development. The lysergic acid scene has become a new religion, so to speak, in America where the expectation-ratio is the major building stone. The participant expects revelations, going back into his infancy or even into the foetal state.
He expects clearance of elements of his childhood which overlay his clear thinking and feeling, expects the unblocking of the debris to make him a better and greater personality. Whether this delusion is of therapeutic value is doubtful. The propaganda praising it is distasteful. The 'psychedelic' theory of an expansion of the mind by drugtaking is illogical. The other development leads a few into the heroin group. After many trials, most will never persist, but some become 'hooked'. Four years ago most addicts knew each other, they constituted a 'club'. This pattern has changed recently and several 'clubs' have sprung up. The group feeling is intense, and the sense of belonging, of stability, is of great importance (Ollendorff 1966 ) -negative in the perpetuation of the disease, but positive from the addicts' survival value.
The pharmacological factor: Everything which is used by humans can be abused. This is a basic statement from which one can understand that water can be addictivealso boot polish and the old stimulants like alcohol and nicotine which are mass killers and are of much greater importance than any of the drugs under discussion here.
Addicts to isoprenaline/ephedrine inhalers, for instance, mimic asthmatic tension and relief. Amphetamines in low dosage are euphoriants and de-inhibiting, and in high dosage affect consciousness in a hypomanic way. The barbiturates, if taken habitually in overdosage are 'drunkmaking', leading to gross de-inhibition, speech slurring, muscular palsies and changes of consciousness. Cannabis indica derivatives are prone to promote superficial midbrain stimulationhallucinogenic, intensifying awareness, producing strong sexual images which are easily communicated. Intelligent observers, free from sexual infantilisms, describe 'pot' smoking as protracted mutual masturbation on a verbal level. Diethylamine lysergic acid acts on the midbrain; it is a powerful hallucinogenic and, in regard to the prepsychotic factor, the most potent of all drugs, although it is less addictive than the opiates. The analytically orientated explorers for early childhood events are especially prone to use this drug in search of their lost paradise, in search of an explanation for their unhappinessan American disease par excellence, the consequence of their pseudo-matriarchal subculture.
Acceptancenon-acceptance factor: This factor deals with the socially accepted or non-acceptable addictions or habituations.
In the first instance, alcohol is quite acceptable, unless it leads to alcoholism, when it becomes non-acceptable. Nicotine also is totally acceptable. Drug taking under medical guidance is tot-ally acceptable, but on the other hand we have addiction to forms of sexual activities and outlets, which were totally unacceptable, but now become more and more acceptable. Masturbation, which was seen as a crime and a sin leading to complicated operations as recently as sixty years ago, is now totally acceptable. Drug addiction has never been accepted socially in our civilization, especially after the introduction of injection techniques at the middle of the nineteenth century. One is aware, of course, of the role of fashion in acceptance and non-acceptance of addictions.
Hypothesis ofHeroin Addiction
One group of physicians and psychiatrists will treat the drug addict as a problem outside the realm of medicine and psychiatry altogether. They wish that British medicine and the British way of accepting drug addiction as a medical problem had never been adopted; they would be quite willing to follow the American example and to outlaw the drug addict and hand over the whole problem to a vice squad, to the police, to a special office which deals with the drug addict as a criminal.
Another group of doctors and psychiatrists focus on the drug addict, classifying him as a 'psychopath', and this brings us up against a very similar problem in that there are as many definitions as there are psychiatrists. So far we have shown ourselves unable to cope with this group of psychopaths whose number cannot be much less than a quarter of a million in this country. The 1959 Mental Health Act promised us, and advised every Regional Hospital Board, that each Region was meant to create a unit to help and treat psychopaths, but now in 1967, so far as I am aware, not one single new unit has been opened. Now we can bring forward a tentative hypothesis on the genesis of drug addiction. In the first instance we think of drug addiction as a severe failure of a normal maturation of the function of orgasm. It is felt that the normal development of the function of orgasm ig regularly and practically 'normally' interfered with, in everybody in our kind of society, and the mechanisms of substitutions are twofold. We have the socially accepted mechanisms of, in the first instance, sexual experimental or substitutive activities like masturbation; we have the socially accepted sexual activities of ordinary sexual adjustments, which we consider secondary; after our sex-negating upbringing, we have the substitutive activities, which all can be given the incorrect but useful Freudian term 'sublimatory' in which sport, religion, politics and many other activities take the place of orgastic genital sexual activity.
Finally, we come to the mechanisms of substitutions which are socially not acceptable. There 9 10 are three in this major league: the alcoholics, the sexual deviationists and finally the drug addicts and especially those addicted to drugs which promote, in the first instance, complete asexuality by evoking a sterility-like clinical picture or even impotence by a constantly reproduced pseudoorgasm.
The heroin-morphine group of drugs are the most powerful promoters of this phenomenon; however, in a less attractive but also clearly perceptible way the methedrine group of drugs fall into this category. There exists, in fact, a drug escalation also in regard to this pseudo-orgasm. We have, initially, the young women and young men who are 'pill-heads,' that means they take an amphetamine-group drug which enhances a pseudo-orgasm, de-inhibiting in character, very much like alcohol, but without the drunkenness, and very much helping them to a quick pseudoorgastic feeling of a pre-genital type. Then come marijuana and diethylamine lysergic acid, giving the user an individual or group experience, in which a group of young people or groups of all people are participating in what one may call a shared fantasy life, a common fantasy orgasm. Thirdly, there is an escalation to the 'hard' drug, in which orgasm is severely interfered with, where sexual potency is usually completely inhibited and the 'blood orgasm' takes the place of genital orgasm. This last process seems to us the basis of the very deep-seated addictive quality of modem drug addiction, especially to the heroin group of drugs.
The Making ofa Drug-Addict A drug-addict evolves from interaction of the factors enumerated above, the personality affinity to a given drug, the specific addictivity of a drug, and the availability of the drug, all acting to blend in with the background of the history of the addict.
It is argued here that the prescription of drugs for a group of mentally ill people should remain in the hands of the doctor. If the general practitioner uses his long-term rapport with a given addict to care for him with endless patience, kindness, humanity and understanding, if he prescribes sanely in the realm of the credible ups and downs in the addict's life and if he co-ordinates his work with his colleagues in mental and general hospitals, perhaps helped by treatment centres, if they can be staffed by experts, then he is the ideal therapist. Drug availability is clearly governed by demand and one feels that the general practitioner has a great function in the treatment of this rare disease and it is to be hoped that new legislation is not interfering with his prerogative.
